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A CASE  0 

ACUTE  HEMORRHAGIC 


FAT  NECROSIS  OF  THE  OMENTUM; 
LAPAROTOMY  ; NECROPSY. 

(Under  the  care  of  Dr.  L.  A.  Parry,  Mr.  L.  A.  Dunn,  and 
Dr.  G.  Newton  Pitt.) 

A STOUT  man  aged  sixty  years  was  admitted  on  Aug.  25th, 
1895,  into  the  paying  ward  of  Guy’s  Hospital  under  the  care  of 
the  resident  medical  officer,  Dr.  L.  A.  Parry,  for  constipation 
and  vomiting  accompanied  by  abdominal  pain.  Thirty  years 
previously  he  bad  had  an  attack  of  inflammation  of  the 
bowels,  for  which  leeches  had  been  applied  to  the  surface  of 
the  abdomen,  and  a year  before  admission  to  hospital  he  had 
had  an  attack  of  rheumatic  fever.  On  Aug.  18th  he  had  a 
slight  attack  of  abdominal  pain,  which  soon  passed  away. 
On  the  21st  he  was  suddenly  seized  with  acute  pain  in 
the  epigastric  region,  which  spread  over  the  abdomen 
and  was  accompanied  by  sickness,  the  act  of  vomiting 
requiring  some  effort.  Absolute  constipation  ensued  ; 
no  faeces  or  flatus  passed,  but  some  faeces  were  re- 
moved with  an  enema.  The  abdomen  became  dis. 
tended.  Previously  to  this  the  bowels  had  been  opened 
daily.  He  vomited  throughout  the  22nd  and  the  23rd,  but 
when  solid  food  was  stopped  and  only  liquid  allowed  in 
limited  quantities  the  vomiting  abated.  The  pain  of  which 
he  had  complained  was  readily  held  in  check  with  morphia. 


2 


On  admission  he  was  not  at  all  collapsed  ; his  pulse  was  70 
per  minute,  regular,  and  of  rather  high  tension  ; th  tem- 
perature was  99“  F.,  and  the  tongue  moist  The  abdomen 
was  uniformly,  but  not  greatly,  distended  ; there  was  no 
tumour  or  other  abnormality  to  be  detected  either  by  per- 
cussion or  palpation.  There  was  a dull,  aching  pain  over 
the  abdomen,  which  was  slightly  tender  on  pressure  The 
rectum  was  empty  and  normal,  no  hernia  could  be  detected, 
and  the  urine  on  examination  was  found  to  be  normal.  He 
vomited  up  small  quantities  of  bile-stained  fluid,  free  from 
any  foul  odour.  Mr.  Dunn,  and  afterwards  Dr.  Pitt, 
were  called  in  consultation.  A diagnosis  of  acute  intes- 
tinal obstruction  without  strangulation  was  made.  Internal 
strangulation  was  negatived  by  the  absence  of  collapse, 
and  the  same  reason,  together  with  the  absence  of  distension, 
excluded  volvulus.  None  of  the  ordinary  symptoms  pointed 
to  intussuscsption.  Obstruction  from  an  impacted  gall-stone, 
inflammalion  in  the  upper  part  of  the  small  intestine, 
and  a complete,  following  upon  a chronic,  obstruction 
were  discussed,  but  the  history  did  not  definitely  indicate 
any  of  these.  It  was  thought  that  the  symptoms  were 
not  sufficiently  urgent  to  require  immediate  laparotomy  and 
that  they  might  subside  under  treatment.  He  was  ordered  a 
pill  containing  a quarter  of  a grain  of  extractum  belladonnse 
every  four  hours.  He  was  fed  with  nutrient  enemata 
and  his  mouth  was  washed  out  frequently  with  acidulated 
water.  A soap  enema  was  administered  and  a small 
quantity  of  soft  fmces  of  normal  colour  was  brought  away. 
This  treatment  was  continued  for  eighteen  hours.  On  the 
26th  he  seemed  much  better,  the  sickness  had  ceased,  the 
pulse-rate  was  88,  the  temperature  100°,  and  forty  ounces  of 
urine  had  been  passed,  while  the  pain  and  distension  had  not 
increased.  He  was  now  allowed  two  drachms  of  peptonised 
milk  every  half  hour  ; this  was  at  once  followed  by  vomiting 
of  bile- stained  fluid  ; small  doses  of  soda-water  produced  the 
like  result,  so  after  twelve  hours  everything  by  the  mouth— 
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including  the  pills,  which  appeared  to  be  causing  slight 
delirium — was  stopped.  Soon  the  vomit  consisted  of  intes- 
tinal contents  and  over  a pint  of  foul  bile-stained  fluid  was 
brought  up.  The  abdomen  became  more  distended  and  the 
patient  complained  of  great  weakness.  On  account  of  the 
increasing  gravity  of  his  condition  it  was  felt  that  an 
exploratory  operation  should  be  no  longer  delayed.  At 
11  A. M.  on  the  27th  Mr.  Dunn  performed  a median  lapar- 
otomy ; coils  of  distended  small  intestine  presented  in  the 
wound;  the  hernial  rings,  the  appendix,  and  the  gall-bladder 
were  examined  and  found  to  the  normal.  The  large  intes- 
tine was  collapsed,  but  no  seat  of  obstruction  could  be 
found.  The  small  intestine  was  opened  and  a Paul’s  tube  tied 
to  drain  its  contents.  The  operation  lasted  fifty  minutes. 
Very  little  gas  or  faeces  escaped  by  the  tube.  After  some 
time  he  vomited  up  a quantity  of  foul  intestinal  contents 
and  died  at  3 P.M. 

Necropsy. — A post-mortem  inspection  limited  to  the  ab- 
domen was  made  next  day,  where  extensive  decomposition 
had  already  taken  place,  precluding  any  bacteriological 
research.  All  the  intestines,  both  large  and  small,  were 
distended.  The  ileum  had  been  opened  six  feet  above  the 
ileo-caecal  valve.  Nothing  abnormal  was  noticed  until  most 
of  the  intestines  had  been  removed,  when  numerous  small 
white  and  orange-coloured  spots  were  noticed  dotted  over 
the  mesocolon  not  far  from  the  pancreas,  but  none  else- 
where. The  abdomen  was  free  from  peritonitis.  The 
pancreas  was  found  to  be  very  large  and  indurated.  On 
section  this  was  found  to  be  the  result  of  infiltration  with 
blood,  which  was  already  partially  decolourised  and  was  of 
some  days’  duration.  The  fat  in  the  neighbourhood  of  the 
organ  for  a distance  of  two  inches  was  dotted  with  areas 
of  fat  necrosis,  many  spots  being  stained  of  an  orange 
colour  ; but  the  necrotic  areas  were  not  immediately  con- 
tiguous to  the  pancreas,  and  at  some  distance  from  one 
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another  they  were  also  discrete.  The  pancreas  measured 
seven  inches  long,  one  and  three-quarter  inches  verti- 
cally, and  an  inch  and  an  eighth  antero-posteriorly.  When 
hardened  the  pancreas  showed  large  necrotic  areas,  in  which 
all  the  nuclei  failed  to  stain,  while  the  tissue  was  also  in- 
filtrated with  blood.  The  adjacent  portions  of  the  pancreas 
appeared  normal  and  practically  free  from  any  cell  infiltration 
or  evidence  of  irritation  or  inflammation.  Calcareous  salts 
appear  to  have  deposited  in  the  areas  of  necrotic  fat. 

RemarTis  hy  Dr.  Newton  Pitt. — This  case  is  an  extremely 
instructive  one  and  illustrates  the  great  if  not  insuperable 
difficulty  some  of  these  cases  present  in  diagnosis.  The 
primary  lesion  appears  to  have  been  an  acute  necrosis  of  the 
pancreas  with  haamorrhage.  The  symptoms  presented  by  the 
patient,  who  had  previously  enjoyed  good  health  and  gave 
no  history  of  any  injury,  were  a passing  attack  of  abdominal 
pain  on  Aug.  18th,  and  on  the  21st  an  acute  attack  of 
abdominal  pain  with  sickness  and  constipation.  These  con- 
tinued for  four  days  until  he  came  under  our  observation. 
When  admitted  the  pulse-rate  was  70,  there  was  no  collapse 
or  evidence  of  either  peritonitis  or  intestinal  strangulation. 
The  symptoms  appeared  to  point  to  intestinal  obstruction, 
and  at  first,  at  any  rate,  the  patient’s  condition  did 
not  appear  to  be  one  of  urgent  danger,  and  it  was  thought 
that  the  symptoms  might  subside  if  the  stomach  could 
obtain  absolute  rest  Had  Mr.  Dunn  performed  laparotomy 
at  this  early  stage  it  is  doubtful  whether  he  would  have 
discovered  anything  abnormal,  as  the  fat  necrosis  was 
limited  in  amount  and  was  not  obser^^able  even  at  the 
necropsy  until  most  of  the  intestines  had  been  removed. 
Under  treatment  the  vomiting  ceased  for  eighteen  hours,  but 
returned  as  soon  as  food  was  administered  by  the  mouth, 
and  although  the  patient  was  again  fed  for  twelve  hours  by 
the  rectum  only,  he  rapidly  became  weaker,  the  pulse  ran  up 
to  88  and  was  very  small,  the  temperature  to  lOO”,  and  it  was 
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obvious  that  unless  the  condition  was  one  that  was  relievable 
by  operative  means  he  would  die. 

Since  Dr.  Fitz’s  Middleton-Goldsmith  Lectures  on  Acute 
Pancreatitis  in  1889,  when  he  collected  fifty-four  cases  besides 
sixteen  cases  of  extensive  hasmorrhage  in  the  regkn  of  the 
pancreas,  several  cases  have  been  reported,  and  the  lesion 
must  be  much  more  frequent  than  was  previously  sup- 
posed, as  Dr  Thayer  has  within  the  last  six  years  observed 
six  cases  on  the  post- mortem  table  and  one  at  operation. 
The  symptoms  which  Dr.  Fitz  found  to  be  most  characteristic 
of  acute  pancreatitis  were  sudden  and  severe  epigastric  pain 
without  obvious  cause,  followed  by  tenderness,  vomiting, 
slight  pyrexia,  flatulent  distension  of  the  abdomen,  and  com- 
plete constipation.  These  were  all  noted  in  the  present  case. 
Of  the  remaining  symptoms  which  he  considered  character- 
istic— viz.,  collapse,  prostration,  feeble  pulse,  and  the  pre- 
sence of  a resonant  area  with  deep-seated  resistance  lying 
between  the  umbilicus  and  epigastrium  and  evidences  of  deep- 
seated  peritonitis — the  two  latter  were  never  present,  and  the 
former  only  within  the  last  few  hours  of  life.  Thayer  in  1895 
published  what  he  considers  to  be  the  second  case  reported  in 
literature  in  which  a correct  diagnosis  of  acute  pancreatitis 
was  made,  and  the  first  in  which  the  diagnosis  was  followed  by 
a successful  operation.  He  also  refers  to  three  cases  pub- 
lished by  Korte,  Atkinson,  and  Cutler,  in  which  an  ante- 
mortem diagnosis  was  made.  The  cases  in  brief  are  as 
follows.  Thayer’s  patient  was  a man  aged  thirty-four  years 
who  had  had  three  or  four  paroxysmal  attacks  of  epigastric 
pain  with  some  pyrexia ; the  presence  of  a tympanitic  tumour 
in  the  region  of  the  pancreas  was  noticed,  which,  when 
drained,  proved  to  be  a para- pancreatic  abscess.  Korte  has 
operated  upon  two  cases  of  haemorrhagic  suppurative 
pancreatitis,  the  first  of  which  he  diagnosed  as  an 
abscess  of  the  pancreas,  which  he  drained,  the  man 
dying  eight  days  later.  He  was  aged  thirty-seven  years,  and 
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his  illness  commenced  with  sudden  severe  abdominal  pain. 
The  second  case  was  that  of  a woman  who  had  complained 
of  sudden  severe  abdominal  pain  with  increased  abdominal 
resistance  in  the  region  of  the  umbilicus.  An  internal 
strangulation  was  diagnosed.  When  laparotomy  was  per- 
formed a pancreatic  abscess  was  found,  which  was  drained, 
and  the  woman  survived  for  twenty-eight  days.  Atkinson 
reports  the  case  of  a woman  aged  thirty-five  years  with  a 
history  of  attacks  of  hepatic  colic  for  fifteen  months.  When 
seen  she  had  been  worse  for  nine  weeks  ; her  urine  contained 
a trace  of  sugar  and  there  was  some  pyrexia.  She  had  diar- 
rhoea and  vomiting  and  a tumour  above  the  umbilicus  three 
and  a half  inches  across.  The  diagnosis  was  a stone  in  the 
common  duct  with  a pancreatic  abscess.  She  died  after 
twelve  weeks.  Cutler  reports  a case  of  a stone  impacted  in 
the  common  duct  and  haemorrhage  around  the  pancreas. 
Fat  necrosis  was  also  found  with  blood-stained  fluid  in  the 
peritoneum. 

In  considering  the  diflficulties  of  diagnosis  the  group 
in  which  there  is  a tumour  in  the  region  of  the  pancreas, 
form  a comparatively  easy  group,  which,  now  that  atten- 
tion has  been  drawn  to  their  occurrence,  should  generally 
be  capable  of  accurate  diagnosis.  A second  group  is  that 
in  which  there  is  evidence  of  a stone  impacted  in  the 
common  duct,  and  a third  where  there  is  a definite  history 
of  abdominal  injury,  probably  affecting  the  pancreas. 
Cases  which  do  not  fall  within  any  of  these  groups 
can  but  very  rarely  be  diagnosed,  as  the  symptoms  are  sug- 
gestive but  not  distinctive.  The  cases  of  successful  diagnosis 
which  have  been  published  belong  to  one  or  other  of  the 
above  groups,  with  but  two  or  three  exceptions.  Yet  none  of 
the  writers  have  drawn  attention  to  this.  In  the  present 
instance  pancreatitis  ought  to  have  been  one  of  the  conditions 
borne  in  mind,  but  a positive  diagnosis  would  not  have 
been  justified  ; this  uncertainty  is  also  illustrated  hy  the 
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two  following  cases  which  have  occurred  within  the 
past  year  with  practically  identical  symptoms.  The  first 
was  a woman  aged  fifty- eight  years,  who  was  seized  with 
sudden  abdominal  pain,  which  came  and  went  in  paroxysms, 
abiomiual  tenderness,  vomiting  which  at  first  increased  in 
severity,  bub  was  relieved  when  all  food  by  the  mouth  was 
stopped,  constipation  after  the  first  day,  a pulse  of  100,  and 
subnormal  temperature.  For  some  days  the  patient’s  con- 
dition did  not  appear  to  be  one  of  great  gravity  as  there  was 
no  collapse  and  the  pulse  remained  fair ; but  upon  laparo- 
tomy a gall-stone  was  found,  as  was  suspected,  obstructing 
the  ileum  and  was  removed.  The  second  case  was  that  of  a 
man  aged  forty-nine  years,  who  was  about  to  leave  the 
hospital  convalescent  from  an  attack  of  abdominal  colic 
when  the  pain  returned  severely  and  was  accompanied  by 
tenderness,  vomiting,  and  complete  constipation.  The 
temperature  varied  from  100°  to  103°  F.  He  became 
very  prostrate,  collapsed,  and  his  pulse  was  114.  There 
was  a markedly  increased  resistance  and  tenderness  in 
the  abdomen  above  the  umbilicus.  He  died  at  the  end  of 
six  days,  when  an  acute  membranous  enteritis  was  found 
involving  some  six  feet  of  the  jejunum  and  ileum.  The 
symptoms  in  all  three  cases  were  very  similar,  but  in  none 
would  a posi  ive  diagnosis  have  been  justified.  The  causa- 
tion of  these  cases  of  acute  pancreatitis  has  yet  to  be  deter- 
mined. Possibly,  as  has  been  pointed  out,  the  process  may 
be  an  acute  infective  one  similar  to  that  affecting  the  parotid 
in  mumps,  or  it  may  be  an  infiammatory  process  spreading 
to  the  duct  from  the  gastro-duodenitis.  Some  cases  are 
undoubtedly  due  to  traumatism  and  others  to  secondary 
changes  ensuing  on  impaction  of  a calculus  in  the  duct. 
With  regard  to  the  fat  necrosis  which  is  so  commonly  asso- 
ciated with  the  pancreatic  disease,  the  affected  areas  are 
generally  irregularly  distributed,  and  it  is  probable  that  in 
many  cases,  and  almost  certain  in  most  of  those  associated 
with  traumatism,  that  it  is  due  to  contact  with  extravasated 


8 


pancreatic  secretion.  The  view  that  the  necrosis  is  the  result 
of  a trophic  nerve  influence  remains  unconfirmed  by  further 
experience. 

Literature — Fitz:  Medical  Record,  New  York,  vol.  xv.,  pp.  197,  225, 
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p.  999;  Korte:  Semaine  Medicale,  April,  1895,  p.  193;  Cutler:  Boston 
Medical  and  Surgical  Journal,  1895,  vol.  cxxxii.,  p.  354;  Eolleston: 
The  Lancet,  March  14th,  1896,  p.  705 ; Langerhans : Berlin  Medical 
Congress,  1891,  and  Festschrift,  R.  Virchow,  Berlin,  1891;  Cayley: 
Brit.  Med.  Jour.,  1893,  vol.  ii.,  p.  1 ;]  Kennan  : Brit.  Med.  Jour.,  1896, 
vol.  ii.,  p.  1442. 


PRINTED  AT  THE  LANCET  OFFICKj  423,  STRAND,  W.C, 


r 


*1. 


‘I 


I. 


■ 


\ “.'.  V ' .'•  . ■ 


J-* 


, A • 


^ ■' 

■ .r*  « V 


't  ♦ 


.«  '^. 

; t 


*i' 


*■- 


r 


K “* 


- 


5 


1«k. 


